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Morbidly obese patients are often burdened by a massive
abdominal pannus that can only be addressed with a pan-
niculectomy. However, as its size and weight increase, pannus
handling during surgery becomes a real challenge for the surgeon
and his/her assistants. We describe a case where we use a novel
method of pannus suspension, the Spider Tenet, a limb positioner
for orthopedic procedures.
This device allows a stable pannus suspension throughout the
procedure to facilitate incision planning, skin preparation, and
retraction, as well as to increase exposure, thereby facilitating the
identiﬁcation and ligation of large blood vessels during dissection.
The Spider Tenet has the advantage of being easy and quick to set
up and operate, and it is readily covered with sterile drapes, thus
decreasing the risk of contamination during a surgery.
With increasing rates of obesity, we can expect that the demand
for abdominal panniculectomies will rise. We introduce the use of
a device that eliminates the technical challenges encountered
during massive panniculectomy while reducing operative time and
morbidity. More importantly, it allows the solo surgeon to carry
out this procedure without additional hands other than the scrub
nurse.
© 2015 The Authors. Published by Elsevier Ltd on behalf of British
Association of Plastic, Reconstructive and Aesthetic Surgeons. This
is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).. Cordoba).
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Morbid obesity, deﬁned as a body mass index (BMI) >40 kg/m2, is associated with multiple medical
comorbidities,1 including diabetes, hypertension, and hypercholesterolemia.2
Morbidly obese patients are additionally burdened by a large abdominal pannus that frequently
contributes to poor hygiene, chronic back strain, cutaneous ulcers, ﬁstulas, and cellulitis secondary to
lymphedema.2 It can also interfere with patient's mobility, thereby limiting ability to exercise and lose
weight.3 In such cases, panniculectomy is often the only treatment to alleviate patients' symptoms by
resecting the large pannus.1,4 However, as its size and weight increase, perioperative pannus handling
becomes a real challenge to the surgeon and his/her assistants.2,3 To address these difﬁculties, a stable
suspension of the pannus has to be achieved and maintained throughout the procedure.4
We present a novel method of pannus suspension using the Spider Tenet (Figure 1), a limb posi-
tioner for orthopedic procedures.Case report
A 43-year-old female patient with a BMI of 48 and a history of type II diabetes mellitus, hyper-
tension, and hypercholesterolemia was referred for a massive abdominal pannus5 (Figure 2). On ex-
amination, she was found to have multiple incisional hernias, severe intertrigo of the abdominal
skinfolds, andmultiple skin abscesses. Shewas scheduled for an abdominal panniculectomy and hernia
repair.
The day of the surgery, markings were completed preoperatively; then under general anesthesia,
the patient was intubated. After an initial skin preparation, two large sterilized butcher hooks were
inserted in the large pannus. Theywere then connected to the Spider Tenet by two ropes (Figure 3). The
patient was prepared again and then draped. This pannus suspension allowed adequate exposure of
the hernias and repair with a mesh, pannus resection, and thorough hemostasis (Figure 4). The pannus
resected weighed 17.6 kg (38.8 lbs). The total intraoperative blood loss was 200 mL.
Postoperative course was uneventful, and the patient was subsequently discharged. Three weeks
postoperatively, the patient was seen in the clinic for a small wound dehiscence and cellulitis. These
were adequately treated with a local wound care and a 14-day course of oral antibiotics.Figure 1. Spider Tenet.
Figure 2. Preoperative photograph of the patient presenting a massive abdominal pannus extending down to her knees.
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Panniculectomy can be technically challenging. Difﬁculties manipulating the large pannus often
lead to inadequate incision planning, incomplete skin preparation6 with a resultant increased risk of
contamination,7 as well as increased blood loss from insufﬁcient retraction and exposure, and venous
engorgement of the large pannus.2 The sheer abdominal mass can also cause ventilation problems
when the patient is placed supine on the operating table.7 Suspension of the large abdominal pannus
above the surgical ﬁeld addresses all these issues. More speciﬁcally, it frees the hands of the surgeon
and assistants,8 drains the pannus from the venous blood and thewide exposure it provides, and allows
the identiﬁcation of large blood vessels during dissection, which makes hemostasis easier, thereby
decreasing perioperative blood loss.4 All this contributes to reducing the operative time, and poten-
tially decreasing surgical morbidity in this particular patient population where the risk of medical and
anesthetic complications is often greater.8
Several methods have been described in the literature for the intraoperative manipulation of the
large pannus. These vary from portable ﬂoor cranes to K-wires, towel clips, or Steinmann pins
Figure 3. Patient on the operating room table after the initial skin preparation. The abdominal pannus is suspended by two hooks
connected to the Spider Tenet by two ropes.
Figure 4. Intraoperative pannus resection.
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use expensive equipment, and they take up much space in the operating theater.3
The suspension method we present uses a device, the Spider Tenet, which is readily available in any
modern operating roomwhere orthopedic procedures are performed. It is easy and quick to set up, and
it allows pannus support from above the operating table providing an unobstructed exposure of the
surgical ﬁeld. Throughout the procedure, it is operated with a hydraulic system controlled by a foot
pedal that allows to adjust exposure by safely and steadily manipulating the pannus. It has the
advantage of being non-bulky, allowing the surgeon, assistants, and the scrub nurse to work unim-
peded around the operating table. The Spider Tenet can be ﬁxed to any type of surgical bed without the
need for adaptors, and it is readily covered with sterile drapes so the surgeon can work around the
patient without the fear of contamination. Only the two hooks need to be sterilized, and all the
components can be reused.
This novel suspension technique allowed rapid and efﬁcient preparation and installation of the
patient perioperatively. The wide operative-ﬁeld exposure allowed easy identiﬁcation of hernias
needing repair and blood vessels necessitating ligation, thereby limiting operative blood loss to
200 mL.
Postoperative complications included wound dehiscence that was treated with a local wound care
and wound infection that resolved with a course of oral antibiotics. Chronic infections, ulcers, and
ﬁstulas of the pannus, which are the very issues that prompt panniculectomy, can also complicate the
postoperative course of the procedure. This complication rate has been reported to vary between 20%
and 78%, and it includes wound dehiscence and infection, seroma, hematoma, ﬂap necrosis, atelectasis,
pneumonia, hypoxemia, pulmonary embolism, ileus, hernia, and gastroesophageal reﬂux.2
Conclusion
With increasing rates of obesity, we can expect that the demand for abdominal panniculectomies
will also rise, which makes the development of a simple, inexpensive suspension method even more
important. The device we introduce eliminates the technical challenges encountered during massive
panniculectomy, while reducing operative morbidity and time. Most importantly, it allows for the solo
surgeon to carry out these procedures without additional hands other than the scrub nurse.
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